Based as it is on the essays of various hierarchy of the Royal College of Paediatricians and Child Health (RCPCH), your editorial (January 2006 JRSM 1 ) is misinformed. If it is true that paediatricians are deterred for fear of putting themselves in jeopardy when giving evidence in court, this is a myth perpetuated by the RCPCH who remain in denial of what the General Medical Council censures were all about.
The case against Professor Meadow was not just that he got his sums wrong on one occasion due to a misunderstanding of the CESDI (Confidential Enquiry into Stillbirth and Death in Infancy) Report. It was also about the duty of an expert to be independent of the side that called him; to be impartial, objective and competent; above all to be balanced and fair and not to stray into areas where he has no expertise; not to opine theory as fact.
The case against Professor Southall was not simply to alert the police of his suspicion based on experience. Rather it was to give an expert statement of opinion that a father was a murderer beyond reasonable doubt knowing only what he had seen on a television programme, thereby putting that father at risk of having his son removed.
Paediatricians who follow the legal rules and the guidelines written up by the GMC have nothing to fear. The RCPCH would do well to follow the example of the Royal College of Pathologists who addressed the problems and took immediate steps to put it right, rather than spreading unnecessary alarm in a misguided attempt to dilute the responsibilities of fallen colleagues.
It is hardly likely that the experienced and distinguished GMC panel, which included three doctors, would have acted so had they thought it so trivial. As to sanctions, it is not my purpose to be vengeful, and I am content to leave that to the judgement of the GMC. The contribution of general practice to NHS patients cannot be commended more. 1 The aspirations and visions for the future of general practice are splendid. 2 However, as general medical registrars, we have started to experience the changes to the variety of referrals as well as number of admissions to the medical admissions unit (MAU). Hospital admissions may have fallen sharply and no doubt general practitioners are under pressure. 3 On the other hand, in real life, working in the MAU has changed dramatically, with an increasing number of acute referrals. The expectations from patients, pressures of family members, and perhaps the fear of litigation may be compounding factors. Nevertheless, this adds to the queues of trolleys waiting outside MAU, adding to the work-load of the already busy medical team with patients to look after not only in general medical wards, but also in outlier surgical wards.
We are only trying to call attention to the changing culture over the years. This trend has obviously had an impact on the dynamic young medics deciding on careers involving specialties sans general medicine. Indeed, general medicine has also slipped down the priority list in favour of specialist interests, despite remaining in the front line. 4 The need for a concerted approach and greater interaction between primary and secondary care is warranted with active investment in both sectors.
Competing interest GIV and AAT are specialist registrars in Diabetes, Endocrinology & General (Internal) Medicine on the West Midlands rotational training programme. on Eliot Slater's views on hysteria very interesting. In 1948 I was giving myself some post-demobilization refreshment in neurology by attending the afternoon demonstrations at 'Queen Square' as the Institute of Neurology was then popularly called. These demonstrations were always occasions for showing off the hystrionic as well as the neurological skills of the clinician. On the occasion which I describe, Dr Blake-Pritchard had just begun to examine a patient when a look of horror came over his face; 'Nurse,' he said, in a strangled tone, 'This patient is functional! Take her to see Dr Slater.' The patient was quickly hustled off the scene, to be seen by Dr Slater somewhere in the bowels of the hospital. After reading Dr Stone's contribution I wondered whether Dr Slater had got tired of being the dumping ground for the hysterical rejects of the Queen Square neurologists, and it was this that caused him to write his inflammatory article. In connection with Freemon's diagnosis of the 'plague' of the Philistines as bubonic plague, 1 two further points have occurred to me as needing to be mentioned. He showed that black rats and their fleas were certainly present in the Near East in time for the epidemic. But there is no mention of rats in the Biblical account, only of crop pests, 'mice that mar the land' (1 Samuel, 6:5). 2 In any case, nobody then could possibly have known of rat or flea vectors. The first person known to have connected dead rats with human plague deaths was the Chinese poet Shih Tao-nan (CE 1765 (CE -1792 . 3 Shrewsbury diagnosed the epidemic as bacillary dysentery, which can lead to piles-the 'emerods' (haemorrhoids) of the Authorized Version, translating the Hebrew word opalim. 4 The biblical concordance leads one to Psalms 78:66, where the Lord 'smote his enemies in the hinder parts '. 5 Freemon states that 'the ''emerods'' of the King James Bible appear in all modern translations as tumours'. 1 But Josephus diagnosed the disease as dysentery (Antiquities 6:1). 5 Surely a high-ranking priest and Pharisee of the first century CE is likely to have been a better Hebraist than any modern translator. The doctor's PDA and Smartphone handbook Whilst reading the article by Drs Paton and Al-Ubaydli (February 2006 JRSM 1 ) on the task list, I was reminded of an earlier piece of invaluable technology that I used when I was a house officer. The technology, known as a piece of paper, allowed, with the use of an additional item known as a pen, me to keep notes and task lists on all my patients as I dutifully trotted behind my consultant. If large enough, it also provided a convenient place to stick those handy patient information labels-freeing up my sleeve for wiping my nose. Purging was simply a matter of crossing off tasks as they were completed and shredding the paper at the end of the day.
W M S Russell
I do hope that Drs Patton and Al-Ubaydli will forgive my slightly facetious response when I admit to occasionally using the 'reminder' function on my mobile phone to assist my own personal organizational skills. Cannabis, pneumothorax and lung bullae
In a recent review (February 2006 JRSM 1 ), the relationship between pneumothorax and cannabis was questioned (or at least not highlighted). There are too many reports describing pneumothorax, pneumediastinum and even pneumoarachis associated with cannabis for this to be a coincidence particularly as many reports describe the onset of symptoms whilst actually smoking drugs. In one series 13
